CARING FOR PATIENTS
LIVING WITH COPD
Improvement Guide
AIM
The aim for COPD in the CDMC II is to
provide all current and future COPD
patients in Saskatchewan with the
best possible health care to improve
or sustain their quality of life.
By April 2011, patients living with
Chronic Obstructive Pulmonary
Disease (COPD), within participating
practices, will experience a decrease
in exacerbations as evidenced by:
• 40% decrease in COPD-related
hospitalizations; and,
• 40% decrease in COPD-related
emergency room visits.

Throughout the CDMC II, your team will select promising changes that support your goals and
aims, and test them in your practice. You will use Plan-Do-Study-Act (PDSA) cycles to test a
change on a small scale, see how it works, and refine the change as necessary before
implementing it on a broader scale.
This improvement guide provides the improvement categories and specific ideas where small
tests of change can be tried during the Collaborative. The improvement ideas listed were
created using evidence–based care guidelines and through reviewing the activities of related
Collaboratives. The key elements are in no specific order and do not need to be completed
consecutively to be effective in your practice. You are encouraged to read through the entire
package and select the change ideas or key elements that will fit your team aim.
Key elements to improving the care for patients living with COPD are further developed in this
change package. They are:
MAKE THE DIAGNOSIS: SPIROMETRY
SMOKING CESSATION COUNSELING
SUPPORT SELF-MANAGEMENT
ENCOURAGE VACCINATION
OPTIMIZE PHARMACOTHERAPY
PREVENT ACUTE EXACERBATIONS
UTILIZE PULMONARY REHABILITATION
REFERRALS TO SPECIALISTS
UNDERSTAND ACCESS TO OXYGEN THERAPY
SUPPORTIVE CARE/END OF LIFE ISSUES IN COPD
USE THE CDM TOOLKIT
STANDARDIZE YOUR OFFICE PROCESSES
IMPLEMENT FOLLOW-UP CARE
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Make the diagnosis: spirometry
History and physical examination alone are neither sensitive nor specific enough for
diagnosing COPD and therefore many patients living with COPD are commonly misdiagnosed.
Spirometry is the ‘gold standard’ for making the diagnosis of COPD, increasing the
diagnostic accuracy and improving disease management. Research has demonstrated that
targeted testing of patients at risk for COPD using spirometry leads to a change in their drug
treatment more than 50% of the time. Proper diagnosis also leads to increased smoking
cessation counseling. (Walker, 2006)
IMPROVEMENT IDEAS
Targeted testing is recommended to establish early diagnosis for patients at risk for COPD.
(O’Donnell, 2007) The Canadian Lung Association has suggested that patients who are 40
years of age or older and who are current or ex-smokers should receive spirometry if they
answer ‘yes’ to any one of the following questions:
1. Do you cough regularly?
2. Do you cough up phlegm regularly?
3. Do even simple chores make you short of breath?
4. Do you wheeze when you exert yourself, or at night?
5. Do you get frequent colds that persist longer than those of other people you know?
Test locations in your office for posting the 5 questions or keeping copies available for
your clinical staff to access more easily.
• Consider also trying various locations in your office to post the 5 questions for patients to
read – this may save time for you and your staff.
Print the sheet of COPD-related tables (which includes the Medical Research Council
[MRC] scale) from the CDM Toolkit. The sheet of tables is a one-page summary of key
quick reference tables from the CTS guidelines and can be found on the Bulletins page in
the CDM Toolkit.
• Add a copy for your reference to each COPD patient chart.
• Test whether the clinicians in your practice find it helpful to post the tables in a central
location.
The MRC scale is a five-point scale that considers certain activities, such as walking or climbing
stairs, which provoke breathlessness. In one minute, the patient selects a grade on the MRC
scale that most closely matches his/her severity of shortness of breath.
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Educate patients about the importance of spirometry and why it may be worthwhile for
them to travel outside of their community or take time off work to have the test done.
• Consider handing out an information sheet on spirometry to patients.

IF YOU DO HAVE A SPIROMETER IN YOUR OFFICE:
If you have a spirometer in your office, consider having your staff trained through the
Lung Association’s nationally approved Respiratory Training and Educator (RESPTrec©)
program (spirometry and education program).
• Contact the Lung Association of Saskatchewan for details or to enroll (toll-free: 1-888566-LUNG(5864) or visit www.resptrec.org)
To optimize office time and your patient’s time, try to conduct spirometry testing when
the patient is already in the office.
• Test ways to make this process sustainable for your staff.
Create a mentor system by arranging for access to an expert colleague to help with
spirometry interpretations, or send test results to an internist or respirologist for
reading.
• Talk to your health region’s Collaborative Facilitator (CF) or regional improvement team
(RIT) to identify local experts in spirometry interpretation.

IF YOU DO NOT CURRENTLY HAVE A SPIROMETER IN YOUR OFFICE:
Determine the closest locations for referring your patients to spirometry.
Resource: List of spirometry locations by region

Ask the lab or provider who performs spirometry on your patients to make sure they send
you the report of the interpreted results.
• Create a process to ensure you will continue to receive patient results.
Try booking spirometry appointments before patients leave the office. This increases the
likelihood of the patient having the testing done.
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Smoking cessation counseling
According to the Canadian Lung Association “more than 90% of the estimated five million
current smokers in Canada want to quit and over half would like to be smoke-free within the
next six months. For the 79% of smokers who have tried to quit, an average of six quit
attempts were reported”. Family physicians and nurse practitioners play a critical role in
smoking cessation, and patients will look to you for advice and ongoing guidance on how
best to quit smoking. Minimal interventions, lasting less than 3 minutes, should
systematically be offered to every smoker with the understanding that more intensive
counseling with pharmacotherapy results in the highest quit rates and should be used
whenever possible. (O’Donnell, 2007)
IMPROVEMENT IDEAS
A patient’s smoking status should be discussed at every visit as smoking cessation has
the greatest impact on the health of a person living with COPD.
Try using different coaching approaches to counsel your patients. Try using various
algorithms, talking tips and guidelines in your coaching approach.
IF PATIENT IS READY TO QUIT:
Offer pharmacological support options.

!

For information on types of pharmacological aides including dosage, duration, use and
advantage, contraindications and adverse effects, refer to Table 7 in the 2007 Canadian
Thoracic Society (CTS) COPD guidelines, page 13B (see appendix).

Try using different types of questioning to explore patient’s concerns about quitting and
strategies for dealing with them.
Assist your patient in setting a quit date. Trying using a quit date form. Test using a verbal
commitment or using a quit date form to get a commitment in writing.
Try discussing behavioural strategies (e.g., seeking support from friends and family,
exercising, managing withdrawal symptoms, methods to minimize weight gain, etc.)
Provide patient resource materials. Test distributing different types of patient handouts
and resources to see what is most motivating or informative for your patients.
Refer your patient to other smoking cessation specialists. Follow up with the patient on
the effectiveness of the support and keep trying others.
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Schedule a follow-up visit soon after their quit date.

!

See the Office Redesign Improvement Guide in this package for ideas on how to free up
more time in your schedule for follow-up appointments.

Try using smoking cessation group visits to help motivate and support patients in their
attempt to quit. Try out different times, speakers and patient mixes to meet patient’s
needs.
IF PATIENT IS NOT READY TO QUIT:
Test out different conversational approaches for motivating a patient to consider quitting,
for example:
• Discuss the impact of smoking on their quality of life (i.e., does it prevent them from doing
things they enjoy in life?)
• Discuss the consequences of continuing to smoke and the benefits of quitting on their
disease progression and quality of life.
Test distributing different types of patient handouts and resources to see what is most
motivating or informative for your patients.
Display motivational cessation posters where patients sit and wait. Try different types of
posters and locations in your office.

SOURCES OF SMOKING CESSATION INFORMATION
For patients with computer access, suggest accessing web sites for information about
quitting. A few we recommend are:
• Lung Association of Saskatchewan web site: www.sk.lung.ca
• Canadian Lung Association web site: www.lung.ca
• Canadian Cancer society web site :
http://www.cancer.ca/Saskatchewan/Prevention/Quit%20smoking.aspx?sc_lang=en&r=1
• Healthline Online web site: http://www.health.gov.sk.ca/healthline-online
• Or pull together your favorite resources from other reputable sites, the Internet is full of
them!
Look for materials at Collaborative learning workshops for you to take back to your office
and distribute to patients.
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OTHER SMOKING CESSATION SPECIALISTS
Smokers’ helpline 1-877-513-5333
Refer patients to a pharmacist trained under PACT.
Visit http://www.skpharmacists.ca/Want%20to%20Quit%20Smoking for more information.
Resource: PACT Pharmacists by Location

What is PACT? Over 250 pharmacists in Saskatchewan have been trained under the PACT
(Partnership to Assist with Cessation of Tobacco) program and can provide specialized support
to people who are trying to quit tobacco for good.

Talk to your health region’s mental health services or Collaborative Facilitator about
smoking cessation clinics or resources offered in your region.
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Support self-management
Self-management programs have been shown to be very effective in reducing hospital
admissions, emergency room visits and unscheduled-urgent visits to the family physician.
(Bourbeau, 2003)
IMPROVEMENT IDEAS
Educate patients about their disease: symptoms, prognosis, effective treatment options
including pros, cons and cost of the treatments, information about exacerbations and how to
prevent them. Test different ways to do this. Some ideas are:
Give patients and their families access to current information. These resources can save
you and your staff significant time, and are from trusted sources.
• Refer patients to the Lung Association’s BreathWorksTM COPD program.
• COPD Help Line (1-866-717-2673), which is staffed by licensed nurses, physiotherapists
and a respiratory therapist, all of whom are also Certified Respiratory Educators.
• Use BreathWorksTM resources to educate your patients. Fact sheets and brochures can be
ordered from 1-866-717-2673 or refer patients to the web site to download their own
copies at http://www.lung.ca/
• Refer patients to online resources at www.lung.ca/breathworks.ca
Resource: BreathWorksTM - Help for People with COPD

• Refer patients to the Government of Saskatchewan’s HealthLine Online COPD resources at
http://www.health.gov.sk.ca/healthline-online
• Share materials with other organizations, community groups or care providers.
• Suggest bibliotherapy or directed reading for between visits.
Bibliotherapy is the therapeutic use of books. Think of it as "reading to heal." It may occur
within the context of traditional therapy, but it may also be practiced by individuals.
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Refer patients to external self-management programs.
• LiveWell™ with Chronic Conditions volunteer program. The program, licensed by the
Stanford Chronic Disease Self-Management Program, is a six-week course led by trained
volunteer peer leaders who are familiar with chronic illness. Many of the peer leaders live
with a chronic disease. Participants learn about self-management, developing action
plans and setting goals, communication skills and dealing with the symptoms and
emotions that often accompany chronic illness.
Resource: LiveWellTM with Chronic Conditions Contacts for Regional Health Authorities

• Refer patients to a local Certified Respiratory Educator.
Certified Respiratory Educators are respiratory therapists, nurses, pharmacists, or
physiotherapists who have special training to teach people about COPD and asthma.

• Refer patients to www.sk.lung.ca for location and meeting times of COPD support groups in
Regina. If you do not have local support groups, work with your Collaborative Facilitator
and Regional Improvement Team (RIT) members to try different approaches to creating a
local support group.
Set and document self-management goals collaboratively with patients.
• Identify supported self-management tools including: an action plan, review of patient’s
barriers, steps to overcome barriers, assessment of patient’s confidence level, and a
follow-up plan.
- Establish and review goals with patients at follow-up visits.
• Assess your patients’ skills, understanding and confidence in managing their disease.
• Provide your patients with copies of their goals and place them in their charts.
• Train providers and other key staff on how to help patients with self-management goals.
Define tasks and roles for each member of the team.
• Follow-up and monitor self-management goals.
- Train nursing staff to complete follow-up and think about alternate ways to complete
follow-up, such as via telephone.
- Test follow-up mechanisms, such as creating and using a script.
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• Work with your regional improvement team (RIT) to access community resources that can
aid patients in achieving self-management goals.
• Help the patient get started with their self-management goals by discussing which skill to
focus on initially.
• Check in with your patient about how it went. Ask about new goals or skills for them to
focus on.
Make use of group visits as a forum to educate patients about managing their disease
and to talk about their hopes and expectations.
A group visit brings together 8 to 20 patients to deliver medical care in a group setting; all
patients are in the same room, and providers come to the group to take vital signs, discuss
issues, and answer questions.

Tool: Group Visit Starter Kit. Cambridge, Massachusetts: Institute for Healthcare
Improvement; [2009]. (Available at
http://www.ihi.org/IHI/Topics/ChronicConditions/AllConditions/Tools/GroupVisitStartKit.htm)

• Identify the type of group visit (e.g., self-management program, support group,
educational, etc.).
• Identify a patient group to focus on. Select a manageable number of patients who have
common symptoms or situations.
• Train facilitators.
• Take care of logistics (book room, staffing, address billing requirements).
Support self-management development.
• Build strong relationships with your patients and their families.
• Encourage regular and open exchange of information.
• Involve the patient’s family/support network in their care/treatment plan (ask family to
attend appointments if patient is comfortable with this).
• Include time during visits for review of patient and family concerns even if not deemed a
clinical priority.
• Connect the patient and family to other agencies for practical assistance or resources as
needed.
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• Provide outreach if the patient is unwilling or unable to attend office appointments.
• Use visits as opportunities for ongoing education about the illness and effective
management.
• Clarify the patient’s role in making sure recommended tests, exams and referrals are
completed, and that they adhere to their medication and management plan.
Provide basic health education for all patients, including information about other
important lifestyle changes.
Tools: Lifestyle skills sheets: Diet, Physical Activity, Sleep, Caffeine, Drugs

• Try different ways to support your patients’ stress management and anxiety about their
disease, e.g., counseling, resource materials, referrals to local support groups.
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Encourage vaccination
Prevention of further respiratory illness is important for patients living with COPD. The
annual flu vaccine can reduce hospitalization in patients with chronic respiratory conditions
by as much as 39% and reduce mortality and morbidity by as much as 50% in the elderly.
(O,Donnell, 2007; Wongsurakiat, 2004 )
IMPROVEMENT IDEAS
Send out letters every year in the fall reminding COPD patients to get their seasonal flu
shot.
• Use the Toolkit to generate your list of names and addresses.
Have the seasonal flu vaccine available in your office. Vaccinate COPD patients during a
visit or invite them to attend vaccination clinic days in your office.
• Consider whether you would prefer to have clinics on high-volume or lower-volume patient
days (there are pros and cons to each).
Update patient vaccination histories in their charts.
• Ensure all COPD patients have had a pneumococcal vaccine at least once in their lifetime
and every 5-10 years if they are considered high-risk.
Encourage patients to receive the H1N1 vaccination.
Try different locations in your office for posting information on vaccination during the flu
season. Try posters that address vaccination concerns or information, clinic times and
locations.
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Optimize pharmacotherapy
Increasing Disability and Lung Function Impairment
Mild

Moderate

Infrequent AECOPD
(average of < 1/year)

SABD prn

LAAC or LABA + SABA prn

persistent
dyspnea

persistent dyspnea

LAAC + LABA + SABA prn

LAAC + SABA pm
or
LABA + SABD pm

persistent dyspnea

Severe

Frequent AECOPD
(average of > 1/year)

LAAC + ICS/LABA + SABA pm
persistent dyspnea

LAAC + ICS/LABA +
SABA prn +/- Theophylline

LAAC + ICS/LABA* + SABA prn

O’Donnell DE, et al. Can Resp J 2008; 15:1A-8A.

Use the drug management algorithm created by the Canadian Thoracic Society to assist with
drug treatment decisions with your patients living with COPD.
Table of Medication Abbreviations
SABA
SABD
LAAC
LABA
ICS/LABA

Short-acting Beta2-agonist
Short-acting Bronchodilator
Long-acting anticholinergic
Long-acting Beta2-agonist
Inhaled corticosteroid/long-acting beta2-agonist

IMPROVEMENT IDEAS
Provide information sheets to patients about commonly prescribed medications and
equipment.
Become familiar with Exceptional Drug Status (EDS) criteria to get patients onto EDS
drugs as needed, as they frequently change.
• Go to http://formulary.drugplan.health.gov.sk.ca/ for the most current drug formulary.
Make a list of your patient’s medications for review at every visit to optimize
management.
Review inhaler/device technique at every visit, even if your patient has been using an
inhaler or device for a long period of time.
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Consider sending one of your health professional staff members to the RESPTrec©
(Respiratory Training and Educator) program.
• A list of dates and locations is available at www.resptrec.org. If your region has 12 or more
people interested, the Lung Association will hold a workshop in your region at your
convenience.
Sign up for the Pharmacy Information Program (PIP) by e-mailing
pipinformation@shin.sk.ca or phoning (306) 787-9833 or (306) 791-4065.
The PIP Medication Profile viewer allows clinicians to view what prescriptions have been filled
by their patients, look up health care provider information, and print patients’ current
medication profiles and history. The e-prescribing function has been in place for two years
now, however the ‘paperless prescription’ ability has just been introduced. For additional
information about ‘paperless prescriptions’, please consult the main PIP web page at
https://pip.shin.sk.ca (What’s New In PIP?) or you may contact the Saskatchewan College of
Pharmacists. Electronic Medical Records (EMR) is not currently a prerequisite for using the eprescribing feature within PIP.
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Prevent acute exacerbations
Between 23% and 43% of patients hospitalized with a COPD exacerbation die within 1 year.
(Erikson, 2003; Connors, 1996) Optimizing both pharmacologic and non-pharmacologic
interventions will prevent exacerbations.
Acute exacerbation of COPD (AECOPD): sustained worsening of dyspnea, cough or sputum
production leading to an increase in the use of maintenance medications and/or
supplementation with additional medication.

IMPROVEMENT IDEAS
To effectively manage COPD and avoid acute exacerbations, patients with COPD should
have a scheduled appointment every 3 to 6 months.
Create a process to identify and follow-up with patients who have been admitted to
hospital or have visited an ER or walk-in clinic due to an exacerbation. Ensure that these
patients are referred to a Certified Respiratory Educator or COPD program and
pulmonary rehabilitation if available.
Resource: COPD Resources

Create a COPD action plan with the patient and refer patient to a respiratory educator to
follow-up on the plan.
• Periodically review and update the patient’s COPD action plan.
Tool: LiveWellTM COPD action plan template

Resource: List of Respiratory Educators in Saskatchewan
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Utilize pulmonary rehabilitation
Pulmonary rehabilitation is the most effective therapeutic strategy for improving dyspnea,
exercise endurance and quality of life. Pulmonary rehabilitation reduces hospitalizations,
exacerbations and healthcare costs. (Bourbeau, 2003)
IMPROVEMENT IDEAS
If you have a local pulmonary rehabilitation program:
• Become familiar with the pulmonary rehabilitation programs and referral criteria in your
region.
• Explain the strong benefits of pulmonary rehabilitation. Research demonstrates that it
improves quality of life, shortness of breath, and reduces hospitalization. (Vega) Discuss
fears patient may have around physical activity.
If you do not have a pulmonary rehabilitation program close to your patients:
• Find out if your region offers home physical therapy, exercise therapy services, or walking
programs for patients living with COPD.
• Refer patients to a pulmonary rehabilitation program in another region. Referral processes
may differ between regions.
• Talk to your Collaborative Facilitator and regional improvement team to discuss starting or
expanding pulmonary rehabilitation in your community. The COPD Toolkit, available from
the Lung Association, includes all the Saskatoon Health Region’s LiveWellTM materials
needed to create your own program.
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Referrals to specialists
IMPROVEMENT IDEAS
Optimize your referrals to specialists by including current chest x-rays and a list of
medications in your referral.
For urgent referrals, call the specialist’s office directly to make the referral.
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Understand access to oxygen therapy
In Saskatchewan, patients can qualify for oxygen therapy if established criteria defined by
Saskatchewan Aids to Independent Living (SAIL) are met during rest, with exercise or for
nocturnal use.
IMPROVEMENT IDEAS
Visit http://www.health.gov.sk.ca/aids-independent-living for an overview of the
Saskatchewan Aids to Independent Living (SAIL) program including the Home Oxygen
Program.
Keep information about the SAIL Home Oxygen Program and copies of the application
forms in an easily accessible location.
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Supportive care/end of life issues
in COPD
Patients living with COPD should be encouraged to articulate to their physicians and
caregivers a desire for information about their disease, prognosis and the possible
circumstances of their death.
IMPROVEMENT IDEAS
Start conversations about supportive care early on after diagnosis has been confirmed.
• Consider using the term “supportive care” instead of “end of life issues”.
• Focus your conversations on maximizing quality of life throughout the patient’s disease
progression.
Screen for depression using the PHQ-2/PHQ-9 (or other screening tool as appropriate in
your practice).
Tool: PHQ-9/PHQ-2 Available on the Bulletins page of the CDM Toolkit

The PHQ-9 is available on the CDM Toolkit. The PHQ-9 is a patient health questionnaire used as
an aid to help diagnose patients who may have depression, and to monitor their condition on a
regular basis. The PHQ-9 is an effective tool for diagnosis and assessment of depression when
used with the clinical interview process.
The PHQ-2 is the first two questions (items a & b) of the PHQ-9. If patients respond with a 2 or
3 on either question, the PHQ-9 should be completed.

Use the depression flow sheet with all patients who have a known history of depression or
who have a PHQ-9 score greater than 5.
Use the PHQ-9 scores (as one tool for standardized assessment), along with a clinical
interview based on DSM-IV criteria to diagnose and determine severity and guide
management for all patients.

!

Remember: The PHQ-9 is only part of a clinical assessment of depression.

Tool: Family Physician Guide Section 2.2: Diagnosis: The Psychiatric Interview
http://www.health.gov.bc.ca/mhd/physicians_ guide.html
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Embed use of depression algorithms into care for medication dosage, review and
referrals.
Tool: Depression care algorithms

Create a written treatment decision-making plan and refer to it regularly as the disease
progresses.
• Consider using the term “treatment decision-making plan” instead of “advance care
directive” or “medical care directive” as there is often anxiety and misunderstanding
associated with these terms.
Give patients the information needed to make a treatment decision-making plan.
• Information for patients on treatment decision-making and end of life planning can be
found on the Canadian Lung Association web site: http://www.lung.ca/diseasesmaladies/copd-mpoc/living-vivre/care-soin_e.php
Get talking tips and suggestions from end of life resources or guidelines.
• One recommended resource was created by the American College of Family Physicians for
communicating bad news with patients. Review the entire document End of Life Care:
Guidelines for Patient-Centered Communication for more information and ideas on this
topic. (Available at http://www.aafp.org/afp/20080115/167.pdf)
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Use the CDM Toolkit
IMPROVEMENT IDEAS
Become comfortable using the CDM Toolkit (https://cdmc.shin.sk.ca/).
• Login to the CDM Toolkit every 90 days to make sure your user account remains active and
your password is current.
• Work through online training modules in the CDM Toolkit making sure you understand how
to run reports (recall and run charts) and understand how to use this information to
improve your care.
• Understand how to grant access to other care providers to enable development of
multidisciplinary care teams.
Identify processes for using the CDM Toolkit in your practice.
• Assign personnel to data entry and report generation.
• Assign personnel to update the CDM Toolkit after a clinic visit or after lab results are
returned to your office.
• Create a detailed plan for how data will be entered into the Toolkit and by whom.
• Identify the process for identifying patients that have opted out, died or have left your
physician panel, and remove them from the CDM Toolkit.
Communication!
Try to include all office staff in this decision process and make sure it is properly
communicated.

Make use of the flow sheet on the CDM Toolkit.
• Before a visit, print and review the patient’s flow sheet.
• Use the CDM Toolkit to generate recall reports of patients who require a follow-up
appointment, and to prompt medication and treatment review.
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Standardize your office processes
IMPROVEMENT IDEAS
Mark patients’ charts with a sticker or some kind of confidential label for easy
identification of COPD status. This will help in preparing charts for visits and for
identifying COPD patients to test improvement ideas.
Use the CDM Toolkit and flow sheet to proactively review care and plan visits.
• Print and review patient flow sheet to identify visit needs and plan the visit.
- Planned visits should include: assessment, review of therapy, review of medical care,
self-management goals, problem solving, and plan for follow-up.
Assign roles, duties and tasks for planned visits to a multidisciplinary care team.
• Determine who is responsible for each step of the planned visit.
• Develop and use a set of standing orders for referrals (e.g., spirometry, pulmonary
rehabilitation).
Planned care involves the use of a registry system, which keeps track of patients in the practice
with a particular disease and allows the care coordinator to make sure necessary lab monitoring,
office visits and consultations are completed in advance of appointments. It also makes use of
flow sheets and checklists to help ensure team members complete and document all care
recommended by national guidelines.

Designate staff responsible for follow-up using various methods, including making use of
community health workers, case managers, e-mail, mailings, telephone calls or home
visits.
• Identify follow-up needs, such as medication, side effects of medications, goal setting and
symptom review. Plan the follow-up approach including who will contact patients, how and
when.
• Identify process to use when patients call in to discuss symptoms or side effects.
• For more information on how to become a case manager visit,
http://www.mcmaster.ca/conted/programs/case-management/
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Connect with your regional improvement team (RIT) or Collaborative Facilitator to
develop a list of community health workers and programs that can provide outreach
services (e.g., follow-up phone calls, support groups, home visits, etc.) to patients living
with chronic disease.
A support group provides a place for people to give and receive both emotional and practical
support, and exchange information.
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Implement follow-up care
IMPROVEMENT IDEAS
Develop a recall system.
• Use the recall report in the CDM Toolkit to identify patients who require follow-up.
- At the beginning of each month (or other appropriate interval), pull up all recalls due for
that period, based on the key measures you want to track.
• Notify patients as needed by phone, mail, or e-mail to set up an appointment (or make a
referral, arrange testing, etc.).
Communication!
Try to make use of different technologies available (e.g., phone, e-mail, text messages).
Be sure to ask patients how they prefer to be contacted.

• Educate patients about future follow-up appointments required at the end of their current
visit.
• Book recalls for a time when your clinic is less busy (you can identify these times from your
demand data), for example, the first two appointments in the morning or after lunch.
• Encourage patients to book follow-up appointments before ending the visit to ensure
appointments are remembered and scheduled.
Communication!
Ensure your patients are aware of when they should come back in for an appointment; i.e.,
what symptoms should lead them to come back for an appointment.

• Develop a system to remind patients before their appointment to help decrease the rate of
no-shows.
Proactively prepare patients for follow-up appointments.
• Prepare necessary paperwork for the patient’s planned care needs, such as lab requisitions
for any tests required before the visit, or prescriptions. If possible, make arrangements
with the lab for standing orders.
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Decrease future appointments.
• Check for future appointments and referrals.
• Consider whether more be done at today’s visit to eliminate the future visit.
• Complete tests today that would be booked within the next 3 months.
Test alternate ways to see patients.
• Consider group visits.
• Consider providing self care advice via telephone/e-mail.
• Organize nurse clinics, i.e., flu shots, clinic days.

!

See the Office Redesign guide in this package for more improvement ideas related to
follow-up.
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Appendices: (on the Improvement Package CD)
• LiveWell™ with Chronic Conditions Contacts for Regional Health Authorities
• List of spirometry locations by region
• BreathWorksTM - Help for People with COPD
• PACT Pharmacists by Location
• LiveWell™ COPD action plan template
• List of Respiratory Educators in Saskatchewan
• Canadian Thoracic Society recommendations for management of COPD – 2007 update
• Canadian Thoracic Society recommendations for management of COPD – 2008 update –
Highlights for primary care
• COPD Resources
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